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Indications: 

 

 Respiratory failure 

 Absence of protective airway reflexes 

 Present or impending complete airway obstruction 

 Anticipated prolonged need for positive pressure ventilation 
 
Contraindications: 

 

 There are no absolute contraindications. However, in general the primary goals of airway 

management are adequate oxygenation and ventilation, and these should be achieved in 
the least invasive manner possible 

o Orotracheal intubation is associated with worse outcomes among pediatric 
patients and head injured patients when compared to BLS airway maneuvers. 
Therefore, it is relatively contraindicated in these populations 

o Intubation is associated with interruptions in chest compressions during CPR, 
which is associated with worse patient outcomes. Additionally, intubation itself 

has not been shown to improve outcomes in cardiac arrest 
 
Technique: 

 
1. Initiate BLS airway sequence 

2. Suction airway and pre-oxygenate with BVM ventilations, if possible 
3. Check equipment and position patient:  

a. If trauma: have assistant hold in-line spinal immobilization in neutral position 
b. If no trauma, sniffing position or slight cervical hyperextension is preferred 

4. Perform laryngoscopy 

a. See ‘MC Statement on Tracheal Intubation and Rescue Airways” below for 
further details/recommendations 

5. Place ETT. Confirm tracheal location and appropriate depth and secure tube 
6. Confirm and document tracheal location by: 

a. Direct visualization of ETT passing cords 
b. EtCO2 
c. Presence and symmetry of breath sounds 

d. Rising SpO2 
e. Other means as needed 

7. Ventilate with BVM. Assess adequacy of ventilations 
8. During transport, continually reassess ventilation, oxygenation and tube position with 

continuous EtCO2 and SpO2 
 
Precautions: 

 

 Ventilate at age-appropriate rates. Do not hyperventilate 

 If the intubated patient deteriorates, think “DOPE” 
o Dislodgement, Obstruction, Pneumothorax, Equipment failure (no oxygen) 

 Reconfirm and document correct tube position after moving patient and before 

disconnecting from monitor in ED 

 Unsuccessful intubation does not equal failed airway management. Many patients cannot 
be intubated without paralytics. Use King airway or BVM ventilations if 3 attempts at 

intubation unsuccessful. 

 Self-extubation and/or fighting the tube is a problem after placement. Consider sedation 
with versed, pain control with opiates, and/or restraining patients hands after intubation. 
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Documentation: (BMK) 

 Number of attempts at intubation (attempt = insertion of laryngoscope into mouth with 

intent to intubate) 

 Reasons why intubation attempt was unsuccessful 

 Post intubation medications or restraint 

 Any complications during procedure including misplaced tubes, or unintended extubation. 
 
 

MCEMS STATEMENT ON TRACHEAL INTUBATION AND RESCUE AIRWAYS 
 

 
TRACHEAL INTUBATION: 
 

1. Bougie use has demonstrated superior success rates on first pass ETT attempts. Use of 
the bougie is highly recommended for EVERY intubation attempt, however NO patient 

may have a second attempt at oral intubation without using the bougie adjunct. This will 
be tracked very closely and if a provider continues to miss ETT attempts and is not using 

a bougie they may be taken off-line for further education. 
2. Every attempt using video laryngoscopy will have a bougie used. 
3. Complete documentation of EACH and EVERY intubation attempt is mandatory- 

including confirmation, monitoring, complications, reason for missed intubation. The PCR 
system is well set up to facilitate this  

4. The Medical Director requires that any intubated patient be monitored vigilantly- including 
ETCO2 monitor, SaO2 monitoring. It is required that all intubated patients have 

continuous waveform capnography with values recorded. 
 

 

RESCUE AIRWAYS: 
 

1. Endotracheal intubation REMAINS the gold standard of advanced airway 
management and is preferred if at all possible. 

2. The I-Gel is the preferred rescue airway approved for use under these guidelines. King 

LTS airways have been used previously and may be used until replaced by the I-Gel in 
the system. 

3. Rescue airways require ALL of the confirmation and monitoring expertise and 

procedures of orotracheal and nasotracheal tubes.  

4. EMT-I and Paramedic may use the rescue airway as first airway in any setting- trauma or 
medical if the clinical situation makes endotracheal intubation unlikely to be successful. 
Documentation must be clear on why intubation was not attempted. 

5. The rescue airway may be used in cardiopulmonary arrest protocol by all levels of 
provider including EMT. (NO EDP order required for EMT or IV). However, 

endotracheal intubation remains the primary method for advanced airway management. 
6. The Medical Director requires that any patient having advanced airway (including rescue 

airways) placed be monitored vigilantly- including ETCO2 monitor, SaO2 monitoring. It is 
required that all advanced airway patients have continuous waveform capnography with 
values recorded. 

 


